As they pointed out, medicine and social work share responsibilities in helping many people. For example, physical, mental and social difficulties often have to be considered as a whole in order to offer appropriate help to people with chronic disease. Yet a number of surveys (e.g. Ferguson & McPhail 1954 , Rodgers & Dixon 1960 , Jefferys 1965 have shown that many doctors do not seek help from social workers or use social services that are available. This teaching about the use of social services in the management of chronic disease and disability (Warren 1966) , about the repercussions of illness upon a family, and the reactions of patients and relatives to chronic illness and disability, must be based on adequate systematic instruction in social medicine and behavioural sciences. It should be put into practice by co-operative teaching between clinicians and social workers, as already occurs in some places; and by co-operative research between departments of social medicine and social service departments. The training must extend throughout the undergraduate curriculum as well as through the pre-registration year and the whole of general professional training. It must form a prominent part of the new training of specialists in general practice. Here again the development of a teaching community and not merely a teaching hospital is essential.
WHERE ARE THE TEACHERS?
There is now reasonable agreement about what is to be taught; there remain problems of the organization of departments and facultiesindeed, in London, of the medical schools themselves. But overriding these there is the present shortage of teachers. A medical school with 500 students and an annual intake of 100 requires at least 4 medical specialists in social medicine, 2 statisticians and 2 sociologists/social workers in order to cope with the teaching demands of a reasonable undergraduate curriculum (Morris & Warren 1969) . This is additional to the contributions of clinical staff and of visiting staff employed by the field agencies. These calculations accept the principle of group work and supervised practical work for the students, but ignore the requirements of general and further professional training for which at least 3 more staff members would be required. (Precise measurement of these responsibilities is difficult because we lack experience.) This makes a total of 11 fulltime staff (or equivalents) in a medical school with an annual intake of 100 students, with a possible reduction to 19 instead of 22 if the intake is doubled. With the emphasis on group teaching, economies arising from increase in scale are slight.
In Britain, therefore, 150 medically qualified whole-time staff will be required to introduce even modest programmes based on the Royal Commission recommendations for the present generation of students. About 65 of these 150 will be required in London and 85 elsewhere. The Government's proposal to increase the intake by 1975 to 3,700 will require more. At present, in London, there may be a dozen such staff; nevertheless these estimates met with deafening silence from the authorities. Medical schools without senior staff in social medicine should appoint suitable young graduates and second them for training. In this way, the laggard medical schools could make a clear commitment. In addition, in order that teaching, research and service aspects can advance together, a single national career structure in medical administration comparable to other medical specialties must be created.
Given more teachers and the career structure, the situation would be transformed, the recommendations of the Goodenough Committee could be implemented nationally and a useful start made with those of the Royal Commission. Newcastle has no department of social or community medicine, but it has a new curriculum. Inspired by the General Medical Council's 1957 recommendation to medical schools to experiment with the education of medical students, one of its objects is to produce a broadly educated doctor who, among other things, will understand the effect of environment on health and accept responsibility for prevention of disease.
Seven years ago, when it was decided to teach family and community medicine as part of that new curriculum there was no alternative but to leave it to the clinicians. A clinician, the Professor of Child Health, Donald Court, a paediatrician socially orientated by his field work in the community with the Newcastle 1,000 families survey, was made responsible for planning the course. He picked a team of community clinicians (or general practitioners), added a lecturer in public health with a background of general practice and experience in Professor Richard Scott's Edinburgh department of general practice who still had clinical responsibility, and several hospital clinicians experienced in undergraduate teaching. They became the Family and Community Medicine Teaching Group. It was multidisciplinary but experimental, because it was made clear at the outset that continuation of the course would depend upon performance.
All students in the first clinical year, perhaps the most formative time, spent four weeks on the course. Half their time was with health visitors, district nurses, social workers and in schools for the mentally and physically handicapped, and other institutions which they hardly knew existed. The other half was in family medicine with twelve general practitioner clinical tutors who taught a loosely framed syllabus in which preventive medicine and health education at the doctor-patient level was emphasized.
The experiment worked. The consumers liked the course. The students gave it an A or B rating, with only an occasional C, asked for more, and now get five weeks instead of four. The clinicians have become teachers in community medicine and several of them now take part in the systematic lecture courses.
Leaving it to the clinicians in fact paid off. It is not surprising. Medical students are primarily interested in clinical medicine, in people who are ill, not only neatly tucked up in hospital beds but also at home and in consulting rooms. They recognize that good medicine derives from the consultation between the individual patient and a doctor he trusts. 'Epidemiology', 'the medical needs of society' and 'social medicine' itself are, to students wanting hard facts about diagnosis and treatment, imprecise terms with debatable meanings. To lecture them on these subjects alone without linking the subject to clinical case histories is to make no impact. Replies to our curriculum questionnaires make this plain. Comments such as 'greater clinical emphasis with less epidemiology is needed' are typical of student response. What they want is clinical medicine and it is through this that their minds can be opened to less spectacular subjects. To allow a student to watch a family doctor being consulted by a man recovering from a cardiac infarct, or afraid of one because his friend dropped dead at work recently, and let him hear the doctor explaining why he should stop smoking cigarettes, eat less and walk more, brings epidemiology to life. He gets interested by watching the medical needs of people in society actually being supplied by the doctor.
Departments of social and community medicine need two kinds of doctor. First, the academic epidemiologist who has shown his excellence at research over the last decade or two: men like Morris on bus drivers and conductors, and Bradford Hill and Doll on the smoking habits of doctors, who are wasted teaching unappreciative undergraduates. It is as foolish to ask all research workers to teach as expect all teachers to research. It is the task of the second type of doctor, the family physician, to apply the fruits of research to the service of his patients and add a new dimension to general practice. It is far more fulfilling as well as better economic sense to persuade an early chronic bronchitic, often with his family's support, to stop smoking than to treat each exacerbation with antibiotics. This type, the family doctor with academic bent, should bear the brunt of the teaching. His day-today contact with patients and their case histories provides the colour, drama and pith of that 'greater clinical emphasis' repeatedly demanded by students.
Newcastle is about to extend its experiment in family and community medicine to the postgraduate field, by starting the first universitybased Todd-type three-year vocational training course for general practitioners in the United Kingdom. There was no shortage of applicants when we advertised it. We picked seven of our own graduates about to finish the pre-registration year. All were of high calibre. These able young men were prepared to accept senior house officer and trainee assistant salaries, though they could earn double by going untrained into piactice.
It suggests that the clinicians who initially showed them the satisfaction of practising medicine in the community did not do badly. It makes sense to leave it to them.
The following papers were also read: 
